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Question #: 11 


Finish review 
ra itiates BM on frovatriptan 2.5 mg PO PRN, which he uses sparingly for the next 
conect couple of weeks. During a follow-up visit, BM blood pressure was re-assessed and is now an average 
of 150/100 mmHg. 
P Fag au 
Which of the following is the most appropriate recommendation to make for BM? 
Select one: 


Continue using frovatriptan as prescribed X 
Switch to dihydroergotamine intranasal PRN % 

Switch to Tramacet® (acetaminophen 325 mg/ tramadol 37.5 mg) PO PRN ¥ 

Switch to {v 

E D Rose Wang (ID:113212) this answer is correct. Dopamine antagonists such as 


PO PRN prochlorperazine can be used for patients with contraindications to triptans 
and/or ergotamine derivatives. 


| Correct 
Marks for this submission: 1.00/1.00. 
TOPIC: Headaches and Migraines 


LEARNING OBJECTIVE: 
To understand important safety considerations associated with different migraine therapies. 


BACKGROUND: 


Triptans are considered first-line therapy in those with moderate to severe migraines. The triptans available in 
Canada include almotriptan (oral tablets), eletriptan (oral tablets), frovatriptan (oral tablets), naratriptan (oral 
tablets), rizatriptan (oral tablets, oral disintegrating tablets/wafers), sumatriptan (oral tablets, nasal spray/NS, 
subcutaneous injection), and zolmitriptan (oral tablet, oral dispersible tablet, nasal spray). Triptans act on 
serotonin (5-HT) receptors; specifically, they exhibit agonist activity on the 5-HT;g and 5-HT4p receptor 
subtypes. This is thought to result in the vasoconstriction of intracranial extracerebral vessels, and the 
inhibition of vasoactive neuropeptides that promote inflammatory responses. Triptans are contraindicated in 
patients with complicated/hemiplegic or basilar migraine, serotonin agonist or ergot use within 24 hours, 
uncontrolled hypertension, ischemic cardiac conditions (e.g. angina, myocardial infarction), a history of 
cerebrovascular accidents (e.g. stroke), and peripheral vascular syndromes (e.g. peripheral vascular disease, 
Raynaud's phenomenon). Triptans increase serotonergic activity, and thus the risk of serotonin syndrome 
when taken within 2 weeks of reversible monoamine oxidase inhibitors (e.g. moclobemide) and irreversible 
monoamine oxidase inhibitors (e.g. phenelzine, tranylcypromine). This interaction is not expected to occur to 
a significant extent with agents specific to monoamine oxidase B (e.g. rasagiline, safinamide, selegiline). 
While not contraindicated, selective serotonin reuptake inhibitors, serotonin-norepinephrine reuptake 
inhibitors, and tricyclic antidepressants may also increase the risk of developing serotonin syndrome when 
taken with triptans. Side effects include tingling, paresthesias, dizziness, drowsiness, nausea, sensations of 
warmth (in the head, neck, chest or limbs), and feelings of heaviness or pressure. 


RATIONALE: 
Correct Answer: 


* Switch to prochlorperazine PO PRN - Dopamine antagonists such as prochlorperazine can be used 
for patients with contraindications to triptans and/or ergotamine derivatives. 


Incorrect Answers: 


* Continue using frovatriptan as prescribed - Triptans are contraindicated in individuals with 
uncontrolled hypertension. 


* Switch to dihydroergotamine intranasal PRN - Ergotamine derivatives are contraindicated in 
individuals with uncontrolled hypertension. 


Question #: 12 


* Switch to Tramacet® (acetaminophen 325 mg/ tramadol 37.5 mg) PO PRN - Use of opioid- 
containing analgesics is not routinely recommended due to their risk of dependence and abuse. 


TAKEAWAY/KEY POINTS: 


Triptans and ergot derivatives are contraindicated in individuals with uncontrolled hypertension; for these 
individuals, dopamine antagonists such as prochlorperazine are a safe alternative that can be used for acute 
migraine management. 


REFERENCE: 


[1] Almotriptan, Dihydroergotamine, Domperidone, Eletriptan, Frovatriptan, Metoclopramide, Naratriptan, 
Prochlorperazine, Rizatriptan, Sumartriptan, and Zolmitriptan. In: Lexi-Drugs. Lexi-Comp Inc. 
https://online lexi.com. 

[2] Worthington, I. Headache. In: Compendium of Therapeutics for Minor Ailments. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca 

[B] Purdy, RA. Headache in Adults. In: Compendium of Therapeutics Choices. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca 


The correct answer is: Switch to prochlorperazine PO PRN 


BM's physician reaches out to you for a pharmacological recommendation. To prevent migraines 
going forward, the physician would like to prescribe a prophylactic agent for BM. 


Which of the following agents would be the most appropriate to recommend for BM? 


Select one: 
Isosorbide dinitrate * 
Low-dose Aspirin® (acetylsalicylic acid) % 
Propo « Rose Wang (ID:113212) this answer is correct. Propranolol is an effective, first-line 


option for migraine prophylaxis and it may be additionally beneficial for BM since 
he has hypertension. 


Divalproex * 


Marks for this submission: 1.00/1.00. 
TOPIC: Headaches and Migraines 


LEARNING OBJECTIVE: 
To understand the different therapeutic options available for migraine prophylaxis. 


BACKGROUND: 


Headaches are primarily dominated by 4 common types: tension-type headaches (TTHs), migraines, cluster 
headaches, and medication overuse headaches (MOHs). A TTH is the most common headache that involves a 
bilateral presentation with a sensation of tightening around the head that can be mild to moderate. 
Migraines are typically more severe than TTHs and can present as migraines with or without aura. Auras are 
visual, auditory, or olfactory changes that trigger migraines. The cause of migraines is thought to be related 
to dilation of intracranial and extracranial blood vessels and activation of the trigeminal sensory nerves which 
involve pain signalling to the brain. Migraines can be episodic or chronic (migraine for at least 15 days per 
month) as well and have been associated with nausea and vomiting. The onset of occurrence is minutes to 
hours and typically last from 4 to 72 hours; migraines are exacerbated by physical activity. These headaches 
can be debilitating for patients to the point where they cannot perform their daily activities. Over time, 
patients can learn to recognize triggers (e.g. nitrate-containing foods or medications) that induce their 
migraine headaches. The most recent Canadian guidelines on migraine prophylaxis recommend prophylactic 
therapy for two categories of patients: |. Patients who are non-responsive to abortive therapy whose migraine 
symptoms present an impairment in their quality of life. II. Patients who are responsive to abortive therapy, 
but require frequent use of abortive therapy such that it predisposes them to MOHs. Options for migraine 
prophylaxis include beta-blockers, such as propranolol, nadolol, and metoprolol, and tricyclic 
antidepressants, such as amitriptyline, as first-line prophylaxis. Agents such as doxepin and citalopram have 
insufficient evidence to support their use in migraine prophylaxis. Topiramate and pizotifen are also 
considered effective agents for prophylaxis, but they are not first-line due to their side effect profiles. 
Divalproex, gabapentin, flunarizine, and verapamil are prophylactic options for patients who do not 
appropriately respond to initial prophylaxis with beta-blockers or amitriptyline. Divalproex is useful in 
preventing migraines however its teratogenicity and its adverse event of weight gain limits its use; thus, a 
careful benefit-to-risk assessment should be conducted prior to initiation. Calcium-channel blockers (CCBs) 
have shown to be useful in migraine prophylaxis with verapamil having the most evidence for migraine 
headache prophylaxis, Flunarizine is a selective CCB with good efficacy. Other CCBs that have been used 
include diltiazem, nimodipine, nifedipine. There is insufficient evidence to support the use of amlodipine in 
the prophylaxis of migraine. Candesartan and lisinopril are both recommended by Canadian Headache 
Society guidelines as prophylactic agents with minimal safety risks. However, limited data and clinical 
experience make them second-line agents to beta-blockers and amitriptyline. They should generally be used 
when patients cannot tolerate the side effects of first-line agents. Candesartan is preferred over lisinopril due 
to fewer side effects and because clinical experience with lisinopril is more limited, 


RATIONALE: 


Correct Answer: 


Question #: 13 


1D: 50490 
Corect 


Y Fag 


* Propranolol - Propranolol is an ettective, tirst-line option tor migraine prophylaxis and it may be 
additionally beneficial for BM since he has hypertension. 


Incorrect Answers: 


* Isosorbide dinitrate - Nitrates are not a therapeutic option for migraine prophylaxis and are a 
common migraine trigger. 


* Low-dose Aspirin® (acetylsalicylic acid) - Low doses of acetylsalicylic acid are not effective in 
providing adequate analgesic relief for migraines; in addition, acetylsalicylic acid is used for acute 
migraine management and is not a therapeutic option for migraine prophylaxis. 


© Divalproex - Divalproex is reserved for use in individuals who do not respond to first-line options for 
migraine prophylaxis due to its extensive adverse event profile. 


TAKEAWAY/KEY POINTS: 


First-line options for migraine prophylaxis include beta-blockers (e.g. propranolol) and tricyclic 
antidepressants (e.g. amitriptyline). 


REFERENCES: 


[1] Pringsheim T, Davenport WJ, Becker WJ. Prophylaxis of migraine headache. CMAJ. 2010;182(7):E269-E276. 
doi:10.1503/cmaj.081657. [2] Pringsheim T, Davenport WJ, Mackie G, et al. Canadian Headache Society 
guideline for migraine prophylaxis. Can J Neurol Sci. 2012:39(2 Suppl 2):S1-S59. [3] Worthington, |. Headache. 
In: Compendium of Therapeutics for Minor Ailments. Ottawa, ON: Canadian Pharmacists Association. 
https://myrxtx.ca. [4] Purdy, RA. Headache in Adults. In: Compendium of Therapeutics Choices. Ottawa, ON: 
Canadian Pharmacists Association. https://myrxtx.ca. [5] Bajwa Z, Smith J. Acute treatment of migraine in 
adults. In: Post T, ed. UpToDate. Waltham, MA. www.uptodate.com. [6] Taylor F. Tension-type headache in 
adults: Acute treatment. In: Post T, ed. UpToDate. Waltham, MA. www.uptodate.com. [7] Bajwa Z, Smith J. 
Preventative treatment of migraine in adults. In: Post T, ed. UpToDate. Waltham, MA. www.uptodate.com. 


The correct answer is: Propranolol 


All of the following statements regarding migraine prophylaxis are correct, EXCEPT: 


Select one: 
First-time users of migraine prophylaxis would likely benefit from metoprolol, propranolol, nadolol, * 
or amitriptyline 


Gabapentin is a good option for patients using concomitant medications as it has minimal drug 
interactions 


Pizotifen is best taken inthe  ¥ Rene 
a Rose Wang (ID:113212) this answer is correct. Pizotifen is 


aa sR associated with daytime sedation and is therefore best taken 
at bedtime 


Botulinum toxin type A injections may be considered in the prevention of chronic migraines X 


| Correct} 
Marks for this submission: 1.00/1.00. 
TOPIC: Headaches and Migraines 


LEARNING OBJECTIVE: 
To understand the different therapeutic options available for migraine prophylaxis. 


BACKGROUND: 


Migraine prophylaxis describes measures taken to prevent the onset of future migraine attacks. Migraine 
prophylaxis should be considered in patients whose migraine attacks significantly impair their quality of life, 
those who are unable to tolerate or adequately respond to acute management options (eg., a patient with > 
3 moderate to severe headaches that do not sufficiently improve with acute migraine management), and 
those at risk of MOH due to their frequency of migraine attacks (eg., a patient with > 8 headache days per 
month despite effective acute migraine management). There are various medications that may be used for 
migraine prophylaxis; these agents span a variety of drug classes: 


* Antiepileptic drugs: topiramate, gabapentin, divalproex/valproic acid 


Beta-blockers: metoprolol, propranolol, nadolol 


Angiotensin converting enzyme inhibitor: lisinopril 


Angiotensin receptor blocker: candesartan 


Calcium channel blockers: flunarizine, verapamil 


Tricyclic antidepressants: amitriptyline 


Serotonin antagonist: pizotifen 


Serotonin norepinephrine reuptake inhibitor: venlafaxine 


The ideal choice of prophylactic therapy depends on the patient. If it is the first time the patient is trying 
prophylactic treatment, they would likely benefit from metoprolol, propranolol, nadolol, or amitriptyline. 
Topiramate is another good medication choice, however its use in first time users is limited due to its side 


Question #: 14 


1D: 50505 
Corect 


Y Fag question 


ettects (e.g., fatigue, paresthesia, nausea). Note tnat there may be adaitional considerations and prophylactic 
options for the prevention of menstrual migraines. Migraine sufferers with other comorbid conditions may 
try a prophylactic medication indicated for both conditions. In patients with hypertension, lisinopril, 
candesartan, and beta-blockers may be beneficial. Amitriptyline and venlafaxine may benefit patients with 
depression or anxiety. Topiramate should be used with caution, and flunarizine should be avoided in this 
patient population, as these agents may worsen depression. Those with a high body mass index may benefit 
from topiramate, as topiramate may cause weight loss. Divalproex, gabapentin, flunarizine, verapamil, and 
pizotifen are prophylactic options for patients who do not appropriately respond to initial prophylaxis with 
beta-blockers or amitriptyline. Divalproex is useful in preventing migraines however its teratogenicity and its 
adverse event of weight gain limits its use; thus, a careful benefit-to-risk assessment should be conducted 
prior to initiation. Gabapentin can be used, especially in those who take many concomitant medications as 
gabapentin has fewer drug interactions. However, evidence to support its use is less than other options. 
Flunarizine should be avoided in patients with a history of depression. There is low-quality evidence 
supporting the use of verapamil for migraine prevention. Pizotifen is best taken at bedtime to minimize 
daytime sedation, Refractory migraines can be managed by using multiple prophylactic drugs at lower doses. 
Refractory migraines are classified as migraines that persist despite adequate trials of at least two of the four 
classes of prophylactic medications: beta-blockers, anticonvulsants, tricyclic antidepressants, and calcium 
channel blockers, In these situations, patients should be referred to a headache specialist. Botulinum toxin 
type A (Botox) injections may be considered in the prevention of chronic migraines. However, it is not 
recommended in the prevention of episodic migraines and studies have shown it is no better than placebo in 
this setting, 


RATIONALE: 


Correct Answer: 


otifen is best taken in the morning to minimize sleep disturbances - Pizotifen is associated with 
daytime sedation and is therefore best taken at bedtime. 


Incorrect Answers: 


* First-time users of migraine prophylaxis would likely benefit from metoprolol, propranolol, 
nadolol, or amitriptyline - Beta-blockers and tricyclic antidepressants, particularly amitriptyline, are 
considered first-line options for migraine prophylaxis. 


* Gabapentin is a good option for patients using concomitant medications as it has minimal drug 
interactions - Gabapentin has few drug interactions, which is beneficial for patients who may be 
taking other medications. 


* Botulinum toxin type A injections may be considered in the prevention of chronic migraines - 
Botulinum toxin type A injections are a therapeutic option for the prevention of chronic migraines. 


TAKEAWAY/KEY POINTS: 
Users of pizotifen should take the medication at bedtime to minimize the risk of daytime sedation. 
REFERENCES: 


[1] Lexi-Drugs. Lexi-Comp Inc. https://onlinelexi.com/ 

[2] Purdy RA. Headache in Adults. In: Compendium of Therapeutic Choices. Canadian Pharmacists 
Association. https://myrxtx.ca 

[3] Worthington I. Headache. In: Compendium of Therapeutics for Minor Ailments. Canadian Pharmacists 
Association. 


The correct answer is: Pizotifen is best taken in the morning to minimize sleep disturbances 


All of the following statements regarding triptan therapy for migraines are true, EXCEPT: 


Select one: 


Naratriptanis one ofthe v 
Tock otto toe cad Wextect: Rose Wang (ID:113212) this answer is correct. Naratriptan 


demonstrated the lowest efficacy and slowest onset of action 


acting triptans 
oes among the oral triptans. 


Subcutaneous sumatriptan is one of the most effective triptans for the management of severe x 
migraines 


If a migraine recurs, certain triptans can be repeated 2 hours after the first dose X 


Rizatriptan provides a faster onset of action than most other oral triptans % 


| Correct] 
Marks for this submission: 1.00/1.00. 
TOPIC: Headaches and Migraines 


LEARNING OBJECTIVE: 
To understand the key differences between triptan therapies. 


BACKGROUND: 


Headaches are primarily dominated by 4 common types: tension-type headaches (TTHs), migraines, cluster 
headaches, and medication overuse headaches (MOHs). A TTH is the most common headache that involves a 
bilateral presentation with a sensation of tightening around the head that can be mild to moderate. 
Migraines are typically more severe than TTHs and can present with or without aura. Auras are auditory or 


inlfardanrinhanriasthiet trinnar minrainae Tha nuwa aÈ minrainae ie thannhtin ha ralatal ta dilatan at 


Question # 15 


1D: 50507 


aa he aan ete neta acne ent 
intracranial and extracranial blood vessels and activation of the trigeminal sensory nerves which involve pain 
signalling to the brain. Migraines can be episodic or chronic (migraine for at least 15 days per month) as well 
and have been associated with nausea and vomiting. The onset of occurrence is minutes to hours and 
typically last from 4 to 72 hours worsening with physical activity. These headaches can be debilitating for 
patients to the point where they cannot perform their daily activities. Over time, patients can learn how to 
identify potential migraine triggers. The approach to pharmacological treatment for headaches can begin 
with the use of over-the-counter analgesics. The main choices include acetaminophen (‘st line in pregnancy), 
aspirin, ibuprofen, and naproxen. MOHs are less common with NSAIDs than acetaminophen as well. The use 
of opioid-containing products do not increase symptomatic relief of a headache and can increase the risk of 
dependency, There are also non-pharmacological approaches as well such as avoiding triggers (e.g. 
perfumes), applying ice to the forehead, or sleeping in a dark room. When prescription abortive therapy is 
required, the mainstay of treatment are a class of drugs called triptans. These include almotriptan, eletriptan, 
frovatriptan, naratriptan, rizatriptan, sumatriptan, and zolmitriptan. They work by acting on serotonin 1B and 
1D receptors, extracerebral blood vessels, and neurons acting by causing vasoconstriction around the blood 
vessels. They can be used with caution in patients with a history of diabetes, obesity, hypercholesterolemia, 
smoking or a family history of CAD. Subcutaneous triptans, such as sumatriptan, have the fastest onset of 
action and are the most efficacious for severe migraines. Rizatriptan may provide faster relief than other oral 
triptans and naratriptan has a slow onset of action as well as lower efficacy but may be better tolerated. 
Triptans should be trialled for at least 3 separate migraine attacks before concluding if they are not effective. 
Patients may require a trial of up to three different triptans before they find one that works for them. Most 
triptans are dosed at the onset of a migraine attack and can be repeated 2 hours following initial 
administration if the headache symptoms return, so long as the dose of that specific triptan does not exceed 
the maximum recommended 24-hour dosage. Exceptions include frovatriptan and naratriptan, for which a 
second dose may be repeated 4 hours following the first dose if needed. 


RATIONALE: 
Correct Answer: 


* Naratriptan is one of the most effective and fastest-acting triptans - Naratriotan demonstrated 
the lowest efficacy and slowest onset of action among the oral triptans. 


Incorrect Answers: 


+ Subcutaneous sumatriptan is one of the most effective triptans for the management of severe 
migraines - Subcutaneous triptans, such as sumatriptan, have the fastest onset of action and are the 
most efficacious for severe migraines. 


If a migraine recurs, certain triptans can be repeated 2 hours after the first dose - lf triptan 
therapy is partially effective or if migraine recurs, a repeat dose can be given. A second dose can be 
given 2 hours after the first dose, with the exception of frovatriptan and naratriptan which require 4 
hours after the first dose. 


triptan provides a faster onset of action than most other oral triptans - It is true that 
rizatriptan has a faster onset than most other oral triptans. 


TAKEAWAY/KEY POINTS: 


Naratriptan is the least effective triptan; rizatriptan has the fastest onset of action and may be the most 
effective. Subcutaneous triptans such as sumatriptan are the most effective option overall for severe 
migraines. Patients should trial a triptan for at least 3 separate migraine attacks before determining their 
efficacy, 


REFERENCE: 


[1] Worthington, I., Pringsheim, T., Gawel, M, Gladstone, J, Cooper, P., Dilli, E, et al. Canadian Headache 
Society Guideline: Acute Drug Therapy for Migraine Headache. Canadian Journal of Neurological Sciences. 
2013;40(53), 51-53. doi:10.1017/S0317 167100118943. 

[2] Worthington, |. Headache. In: Compendium of Therapeutics for Minor Ailments. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 

[3] Purdy, RA. Headache in Adults. In: Compendium of Therapeutics Choices. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 

[4] Bajwa Z, Smith J. Acute treatment of migraine in adults. In: Post T, ed, UpToDate. Waltham, MA. 
www.uptodate.com. 


The correct answer is: Naratriptan is one of the most effective and fastest-acting triptans 


All of the following statements are true regarding triptans, EXCEPT: 


Select one: 


Triptans are contraindicated in individuals with uncontrolled hypertension ® 


Triptans should be used cautiously in patients using tricyclic antidepressants due to the risk of x 
serotonin syndrome 
If the first dose of a triptan is v 


Rose Wang (ID:113212) this answer is correct. If the first 
dose of triptan medication provided no benefit, a second 
dose is unlikely to improve symptoms. 


ineffective, a second dose should be 
given to improve the response 


Triptan use should be limited to less than 10 days per month to reduce the risk of medication x 
overuse headaches 


Question #: 16 
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Marks for this submission: 1.00/1.00. 
TOPIC: Headaches and Migraines 


LEARNING OBJECTIVE: 


To understand the role of triptan therapy in migraine management. 


BACKGROUND: 


Triptans are considered first-line therapy in those with moderate to severe migraines. The triptans available in 
Canada include almotriptan (oral tablets), eletriptan (oral tablets), frovatriptan (oral tablets), naratriptan (oral 
tablets), rizatriptan (oral tablets, oral disintegrating tablets/wafers), sumatriptan (oral tablets, nasal spray/NS, 
subcutaneous injection), and zolmitriptan (oral tablet, oral dispersible tablet, nasal spray). Triptans act on 
serotonin (5-HT) receptors; specifically, they exhibit agonist activity on the 5-HT48 and 5-HT4p receptor 
subtypes. This is thought to result in the vasoconstriction of intracranial extracerebral vessels, and the 
inhibition of vasoactive neuropeptides that promote inflammatory responses. Triptans are contraindicated in 
patients with complicated/hemiplegic or basilar migraine, serotonin agonist or ergot use within 24 hours, 
uncontrolled hypertension, ischemic cardiac conditions (e.g. angina, myocardial infarction), a history of 
cerebrovascular accidents (e.g, stroke), and peripheral vascular syndromes (e.g. peripheral vascular disease, 
Raynaud's phenomenon). Triptans increase serotonergic activity, and thus the risk of serotonin syndrome 
when taken within 2 weeks of reversible monoamine oxidase inhibitors (e.g. moclobemide) and irreversible 
monoamine oxidase inhibitors (e.g, phenelzine, tranylcypromine), This interaction is not expected to occur to 
a significant extent with agents specific to monoamine oxidase B (e.g. rasagiline, safinamide, selegiline). 
While not contraindicated, selective serotonin reuptake inhibitors, serotonin-norepinephrine reuptake 
inhibitors, and tricyclic antidepressants may also increase the risk of developing serotonin syndrome when 
taken with triptans. Side effects include tingling, paresthesias, dizziness, drowsiness, nausea, sensations of 
warmth (in the head, neck, chest or limbs), and feelings of heaviness or pressure. A triptan is considered 
effective if the patient tolerates the medication and experiences migraine relief and/or can resume activities 
within 2 hours of triptan use. If triptan therapy is partially effective or if migraine recurs, a repeat dose can be 
given. A second dose can be given 2 hours after the first dose, with the exception of frovatriptan and 
naratriptan. Patients taking frovatriptan or naratriptan may take a second dose 4 hours after the first dose if 
needed. If the first dose of triptan medication provided no benefit, a second dose is unlikely to improve 
symptoms. Triptan medications should be trialed in 3 separate migraine attacks before determining whether 
or not triptan therapy is effective. If a patient is unable to tolerate a triptan due to side effects, the patient 
can switch to another triptan. However, the new agent cannot be used within 24 hours of the previous 
triptan. Triptan use should be limited to less than 10 days per month to reduce the risk of medication overuse 
headache (MOH). 


RATIONALE: 


Correct Answer: 
œ If the first dose of a triptan is ineffective, a second dose should be given to improve the 
response - If the first dose of triptan medication provided no benefit, a second dose is unlikely to 
improve symptoms. 


Incorrect Answers: 


© Triptans are contraindicated in individuals with uncontrolled hypertension - Ult is true that 
uncontrolled hypertension is a contraindication for triptan therapy. 


* Triptans should be used cautiously in patients using tricyclic antidepressants due to the risk of 
serotonin syndrome - While not contraindicated, tricyclic antidepressants may increase the risk of 
developing serotonin syndrome when taken with triptans. 


œ Triptan use should be limited to less than 10 days per month to reduce the risk of medication 
overuse headaches - The use of triptans for >10 days or more per month for 3 months can lead to 
medication overuse headaches. 


TAKEAWAY/KEY POINTS: 


If a single triptan dose was partially effective or if a headache recurs within 24 hours, a second dose can be 
considered (unless eletriptan 40 mg was used); however, if a patient experiences no benefit from a triptan 
dose, a second triptan dose will likely not be effective. 


REFERENCES: 


[1] Lexi-Drugs. [2] Andreou, A.P., Edvinsson, L. Mechanisms of migraine as a chronic evolutive condition. J 
Headache Pain. 2019; 20(117): 1-17. https://doi.org/10.1186/s10194-019-1066-0. [3] Becker, WJ. Cluster 
Headache: Conventional Pharmacological Management. Headache Currents 2013; 1191-1196. [4] Charles A. 
The Evolution of a Migraine Attack-A Review of Recent Evidence. Headache Currents. 2012;53(7):413-419. 
httos://doi.org/10.1111/head.12026. [5-11] Various sources. 


The correct answer is: If the first dose of a triptan is ineffective, a second dose should be given to improve 
the response 


Which of the following is NOT a contraindication for triptan therapy? 


Select one: 
Uncontrolled hypertension % 


Concomitant w p 
Sea o Rose Wang (ID:113212) this answer is correct, The concomitant use of an SSRI and 


SSRI a triptan is not a contraindication; however, it should be done cautiously as it may 
increase the risk of serotonin syndrome. 


Question # 17 
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Basilar migraine X% 


| Correct 
Marks for this submission: 1.00/1.00. 
TOPIC: Headaches and migraines 


LEARNING OBJECTIVE: 
To identify the contraindications for triptan therapy. 


BACKGROUND: 


Triptans are considered first-line therapy in those with moderate to severe migraines. The triptans available in 
Canada include almotriptan (oral tablets), eletriptan (oral tablets), frovatriptan (oral tablets), naratriptan (oral 
tablets), rizatriptan (oral tablets, oral disintegrating tablets/wafers), sumatriptan (oral tablets, nasal spray/NS, 
subcutaneous injection), and zolmitriptan (oral tablet, oral dispersible tablet, nasal spray). Triptans act on 
serotonin (5-HT) receptors; specifically, they exhibit agonist activity on the 5-HT1g and 5-HT1p receptor 
subtypes. This is thought to result in the vasoconstriction of intracranial extracerebral vessels, and the 
inhibition of vasoactive neuropeptides that promote inflammatory responses. Triptans are contraindicated in 
patients with complicated/hemiplegic or basilar migraine, serotonin agonist or ergot use within 24 hours, 
uncontrolled hypertension, ischemic cardiac conditions (e.g. angina, myocardial infarction), a history of 
cerebrovascular accidents (e.g. stroke), and peripheral vascular syndromes (e.g. peripheral vascular disease, 
Raynaud's phenomenon). Triptans increase serotonergic activity, and thus the risk of serotonin syndrome 
when taken within 2 weeks of reversible monoamine oxidase inhibitors (e.g. moclobemide) and irreversible 
monoamine oxidase inhibitors (e.g, phenelzine, tranylcypromine), This interaction is not expected to occur to 
a significant extent with agents specific to monoamine oxidase B (e.g. rasagiline, safinamide, selegiline). 
While not contraindicated, selective serotonin reuptake inhibitors, serotonin-norepinephrine reuptake 
inhibitors, and tricyclic antidepressants may also increase the risk of developing serotonin syndrome when 
taken with triptans and should be used cautiously. 


RATIONALE: 
Correct Answer: 


* Concomitant use with an SSRI - The concomitant use of an SSRI and a triptan is not a 
contraindication; however, it should be done cautiously as it may increase the risk of serotonin 
syndrome. 


Incorrect Answers: 
* Uncontrolled hypertension - Uncontrolled hypertension is a contraindication to triptan therapy. 
* Angina - Angina is a contraindication to triptan therapy. 


* Basilar migraine - A basilar migraine is a contraindication to triptan therapy. 


TAKEAWAY/KEY POINTS: 


Contraindications for triptan therapy include complicated/hemiplegic or basilar migraines, uncontrolled 
hypertension, and ischemic cardiac conditions (e.g. angina, myocardial infarction). While not contraindicated, 
selective serotonin reuptake inhibitors may increase the risk of developing serotonin syndrome when taken 
with triptans and should be used cautiously. 


REFERENCE: 
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Pharmacists Association. https://myrxtx.ca. 
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The correct answer is: Concomitant use with an SSRI 


TH is a 40-year-old male who has come to your clinic to seek your advice regarding the management 
of his migraines. He was recently diagnosed with moderate-severe migraines, and was givena 
prescription to initiate propranolol 80 mg PO daily for migraine prophylaxis. He was wondering what 
he should monitor for when using this medication; he specifically wants to know how to determine if 
the medication is working appropriately for him. 


Which of the following would be the most appropriate indication of treatment success for TH? 


Select one: 


Complete elimination of migraines % 


Reduction in v 


reat cea te Rose Wang (ID:113212) this answer is correct. This is the most appropriate 
and/or migraine indication of treatment success in patients using migraine prophylaxis since 
days by at least 50% treatment success is defined as a reduction in migraine frequency and/or 


migraine days by at least 50%, 
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Keguction in migraine trequency and/or migraine days by at least 2U% % 


Eliminate need for abortive therapy % 


{Correct 
Marks for this submission: 1.00/1.00. 
TOPIC: Headaches and Migraines 


LEARNING OBJECTIVE: 


To recognize treatment success in patients using migraine prophylaxis. 


BACKGROUND: 


For migraine prophylaxis, treatment success is defined as a reduction in migraine frequency and/or migraine 
days by at least 50%. Prophylactic treatment should be trialled for at least 2 months. If successful, it should 
be continued for 6-12 months, after which it may be tapered off and discontinued. If headache recurs while 
tapering, consider increasing the dose of prophylactic medication until effective. Patients should continue to 
monitor their headaches using a headache diary to keep track of frequency and any specific patterns (timing, 
triggers). In addition, they should watch out for headaches that feel different from their typical headache, in 
case of serious headaches that warrant urgent care. 


RATIONALE: 
Correct Answer: 
* A reduction in migraine frequency and/or migraine days by at least 50% - This is the most 


appropriate indication of treatment success in patients using migraine prophylaxis since treatment 
success is defined as a reduction in migraine frequency and/or migraine days by at least 50%. 


Incorrect Answers: 


* Complete elimination of migraines - This is not the most appropriate indication of treatment 
success in patients using migraine prophylaxis as it is not a realistic target. 


* Eliminate need for abortive therapy - This is not the most appropriate indication of treatment 
success in patients using migraine prophylaxis as it is not a realistic target. 


* Reduction in migraine frequency and/or migraine days by at least 20% - This is not the most 
appropriate indication of treatment success in patients using migraine prophylaxis since treatment 
success is defined as a reduction in migraine frequency and/or migraine days by at least 50%. 

TAKEAWAY/KEY POINTS: 


It is important that patient's expectations are appropriately managed when initiating migraine prophylaxis, 
for which treatment success is defined as a reduction in migraine frequency and/or migraine days by at least 
50%. 


REFERENCE: 
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The correct answer is: Reduction in migraine frequency and/or migraine days by at least 50% 


All of the following are red flags for severe headaches requiring further investigation, EXCEPT: 


Select one: 
Onset occurring after a traumatic event X 
Additional symptoms of fever, confusion, and stiff neck * 
Severe and abrupt onset of headache * 


A headache of moderate severity ina v 


ET Saat ie eines Rose Wang (1D:113212) this answer is correct. The 
com enina o weekly headaches on lack of new or alarming signs and symptoms in patients 
epa lean with a long-standing history of headaches does not 


signify any red flags. 
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TOPIC: Headaches and Migraines 


LEARNING OBJECTIVE: 
To identify red flags associated with headaches. 


BACKGROUND: 


Question # 19 
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Headaches are primarily dominated by 4 common types: tension-type headaches (THs), migraines, cluster 
headaches, and medication overuse headaches (MOHs). A TTH is the most common headache that involves a 
bilateral presentation with a sensation of tightening around the head that can be mild to moderate. 
Migraines are typically more severe than TTHs and can present with or without aura. Auras are visual, 
auditory, or olfactory changes that trigger migraines. The cause of migraines is thought to be related to 
dilation of intracranial and extracranial blood vessels and activation of the trigeminal sensory nerves which 
involve pain signalling to the brain. Migraines can be episodic or chronic (migraine for at least 15 days per 
month) as well. Migraines typically last from 4 to 72 hours and can worsen with physical activity. Cluster 
headaches also present as unilateral pain which is generally extremely severe. The pain is often described as a 
stabbing pain that is orbital, supraorbital or temporal. They are relatively short in duration, ranging from 15 
minutes to 3 hours. Their frequency is also different from migraines and TTHs, occurring daily for 6 to 12 
weeks (episodic) or daily for an indefinite period of time (chronic). They are not aggravated by physical 
activity. MOHs occur in mostly migraine patients but is also present in TTHs. Consistent use of analgesic 
medications (e.g, acetaminophen, non-steroidal anti-inflammatory medications, and opioids) for at least 3 
months with headache present for at least 15 days per month have been implicated as MOH. In general, 
headaches can be a clue to a more serious underlying problem that requires further investigation and 
sometimes urgent medical attention. Examples include tumours, stroke, temporal arteritis, and infections. 
such as meningitis and encephalitis. You should exercise caution when assessing headaches and look for the 
following red flags: Severe/abrupt onset (‘worst headache ever’), Progressive severity or increased frequency, 
Signs of systemic illness or condition (fever, nausea or vomiting, pregnancy, cancer), Neurologic signs (stiff 
neck, focal signs, reduced consciousness), Acute glaucoma, Temporal arteritis. Patients should be assessed for 
red flags routinely whenever they present with a headache; it may also provide insight into the type of a 
headache that the patient may have. Fevers and other signs of systemic illness can be a red flag for 
headaches. Though they can occur in relatively harmless sinus infections (leading to sinus headaches), they 
can also indicate other systemic illnesses such as meningitis, which requires a different, more serious 
approach to management. 


RATIONALE: 
Correct Answer: 
* A headache of moderate severity in a 35-year-old woman that has been complaining of weekly 


headaches for the past 10 years - The lack of new or alarming signs and symptoms in patients with a 
long-standing history of headaches does not signify any red flags. 


Incorrect Answers: 


* Onset occurring after a traumatic event - Headache may be caused by the results of the trauma 
(e.g. hemorrhage). 


* Additional symptoms of fever, confusion, and stiff neck - Fever, confusion, and stiff neck is the 
typical triad of symptoms for meningitis. 


* Severe and abrupt onset of headache - Severe and abrupt onset of headaches may indicate the 
presence of a neoplasia or a hemorrhagic or an ischemic stroke. 


TAKEAWAY/KEY POINTS: 


It is important to identify red flags in patients presenting with headaches in order to assess for potential 
undiagnosed, life-threatening illnesses such as tumours, stroke, or infections that may require referral or 
urgent medical attention. 

REFERENCES: 

[1] Clinch, C. R. (2001). Evaluation of Acute Headaches in Adults. Am Fam Physician, 63(4), 685-693. 
http://www.aafp.org/afp/2001/0215/p685.htm. [2] Worthington, I. Headache. In: Compendium of 
Therapeutics for Minor Ailments. Ottawa, ON: Canadian Pharmacists Association. https://myrxtx.ca. [3] Purdy, 
R. A. Headache in Adults. In: Compendium of Therapeutics Choices, Ottawa, ON: Canadian Pharmacists 
Association. https://myrxtx.ca. [4] May, A. Cluster headache: Epidemiology, clinical features, and diagnosis. In: 
Post, T. (Ed.), UpToDate. Waltham, MA. www.uptodate.com. 


The correct answer is: A headache of moderate severity in a 35-year-old woman that has been complaining 
of weekly headaches for the past 10 years 


Al is a 14-year-old female patient who has recently been diagnosed with moderate migraines. She 
comes to your clinic to fill a prescription for frovatriptan. While counselling her on the medication, Al 
asks if you could tell her more about potential side effects associated with this medication and other 
triptans, in case she needs to switch to another triptan in the future. 


All of the following are common side effects associated with triptan therapy, EXCEPT: 


Select one: 
Dizziness * 
Nausea * 
Paresthesia % 
Tinnitus v 


Rose Wang (ID:113212) this answer is correct. This is not a common side effect 
associated with triptan therapy. 


| Correct 
Marks for this submission: 1.00/1.00. 


Question #: 20 
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TOPIC: Headaches and Migraines 


LEARNING OBJECTIVE: 
To identify common side effects associated with triptan therapy. 


BACKGROUND: 


Triptans are considered first-line therapy in those with moderate to severe migraines. The triptans available in 
Canada include almotriptan (oral tablets), eletriptan (oral tablets), frovatriptan (oral tablets), naratriptan (oral 
tablets), rizatriptan (oral tablets, oral disintegrating tablets/wafers), sumatriptan (oral tablets, nasal spray/NS, 
subcutaneous injection), and zolmitriptan (oral tablet, oral dispersible tablet, nasal spray). Triptans act on 
serotonin (5-HT) receptors; specifically, they exhibit agonist activity on the 5-HT4g and 5-HT4p receptor 
subtypes. This is thought to result in the vasoconstriction of intracranial extracerebral vessels, and the 
inhibition of vasoactive neuropeptides that promote inflammatory responses. 


Triptans are contraindicated in patients with complicated/hemiplegic or basilar migraine, serotonin agonist or 
ergot use within 24 hours, uncontrolled hypertension, ischemic cardiac conditions (e.g. angina, myocardial 
infarction), a history of cerebrovascular accidents (e.g. stroke), and peripheral vascular syndromes (e.g. 
peripheral vascular disease, Raynaud's phenomenon). Common side effects include tingling, paresthesia, 
dizziness, drowsiness, nausea, sensations of warmth (in the head, neck, chest or limbs), and feelings of 
heaviness or pressure. Less common side effects include tinnitus and visual disturbances. 


RATIONALE: 
Correct Answer: 


© Tinnitus - This is not a common side effect associated with triptan therapy. 


Incorrect Answers: 
© Dizziness - This is a common side effect associated with triptan therapy. 
© Nausea - This is a common side effect associated with triptan therapy. 


e Paresthesia - This is a common side effect associated with triptan therapy. 


TAKEAWAY/KEY POINTS: 


Common side effects of triptan therapy include dizziness, nausea, and paresthesia. Less common side effects 
include tinnitus and visual disturbances. 


REFERENCE: 
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The correct answer is: Tinnitus 


If BM continued using naproxen in addition to his other chronic therapies, which of the following would be 
the most serious potential safety concern due to drug interactions? 


Select one: 


al y Rose Wang (ID:113212) this answer is correct. The concomitant use of non-steroidal 
anti-inflammatory drugs with angiotensin-converting enzyme (ACE) inhibitors and 
diuretics increases the risk of acute renal damage secondary to reduced glomerular 
filtration pressure. 


Serotonin syndrome X 
Dry cough X 
Liver damage * 


Marks for this submission: 1.00/1.00. 
TOPIC: Headache and Migraine 


LEARNING OBJECTIVE: 
To understand the potential drug interactions associated with non-steroidal anti-inflammatory drugs. 


BACKGROUND: 


Non-steroidal anti-inflammatory drugs (NSAIDs) should be used with caution in patients with risk factors for 
cardiovascular disease, especially when patients require frequent use, as NSAIDs have been associated with 
an increased risk of myocardial infarction. Compared to other NSAIDs, naproxen may carry a lower risk of 
cardiovascular disease, NSAIDs are also associated with gastrointestinal complications, such as 
gastrointestinal bleeding. This risk of gastrointestinal bleeding is increased when NSAIDs are taken with 
various drugs, such as selective serotonin reuptake inhibitors, serotonin-norepinephrine reuptake inhibitors, 
tricyclic antidepressants, anticoaqulants, and antiplatelet agents. Of the NSAIDs, celecoxib is associated with 
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a lower risk of gastrointestinal complications, although existing evidence suggests that celecoxib is also 
associated with a higher incidence of cardiovascular disease when compared to other NSAIDs. The combined 
use of NSAIDs with angiotensin-converting enzyme (ACE) inhibitors and diuretics increases the risk of acute 
renal damage secondary to reduced glomerular filtration pressure. Each class of medication provides a 
different mechanism that affects kidney function. Diuretics such as hydrochlorothiazide can lead to 
hypovolemia, ACE inhibitors such as fosinopril also affect glomerular filtration by vasodilation of the renal 
efferent arterioles and NSAIDs cause inhibition of prostaglandins that causes renal afferent arteriolar 
vasoconstriction. This combination can cause haemodynamic instability leading to reduced glomerular 
filtration pressure and thus hypoperfusion of the kidneys resulting in kidney injury. In such instances, fluid 
retention can occur, which causes edema secondary to decreased urine output. ACE inhibitors are also known 
to cause a mild cough that can be bothersome for patients, however, this is not a serious side effect of this 
class of medication and therapy can be continued or modified. Unlike triptans, NSAIDs are not known to 
precipitate serotonin syndrome; similarly, unlike acetaminophen, NSAIDs are not commonly hepatotoxic. 
Neither of these risks are associated with ACE inhibitors or diuretics. 


RATIONALE: 
Correct Answer: 


* Kidney dysfunction - The concomitant use of non-steroidal anti-inflammatory drugs with 
angiotensin-converting enzyme (ACE) inhibitors and diuretics increases the risk of acute renal damage 
secondary to reduced glomerular filtration pressure. 


Incorrect Answers: 


* Serotonin syndrome - This is not a potential safety safety concern associated with BM’s medications. 


* Dry cough - Although dry cough is a potential side effect of angiotensin-converting enzyme (ACE) 
inhibitors, itis not a serious safety concern and is not exacerbated by non-steroidal anti-inflammatory 
drugs or diuretics. 


© Liver damage - BM's medications do not significantly increase the risk of liver damage. 


TAKEAWAY/KEY POINTS: 
The combined use of NSAIDs, ACE inhibitors, and diuretics can cause acute kidney injury. 
REFERENCE: 
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The correct answer is: Kidney dysfunction 
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